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In studies based on food records, participants are asked to main-
tain an accurate diary of all foods consumed during a specified period
(e.g., 1 week).  The subjects must estimate the quantity or weigh or
measure each food item eaten at home, allow for inedible portions and
plate waste, and note and measure all ingredients in recipes.  They
must also record estimated amounts of foods consumed away from home.
Although the weighed diet record was long viewed as the ideal standard
in estimating dietary intake, it requires, at a minimum, a great deal
of interest and cooperation on the part of the subjects and, hence,
selects for certain types of people. Moreover, this method is likely
to cause subjects to modify their eating patterns to some extent, if
only for purposes of reducing their work load (e.g., by eating fewer
mixed dishes).  The accuracy of this method is also compromised in
developed countries, where much of the food eaten is neither prepared
nor consumed in the home.  Finally, this method is unsuitable for very
large-scale surveys or studies because of the time and effort involved
in providing detailed instructions to the subjects, in making frequent
follow-up contacts, and in coding the unstructured information from the
records. Despite these limitations, the food record has been used to
validate other methods used for collecting dietary intake data in the
same study population.

Unlike the recent recall, the diet history method does not seek in-
formation on intake during a specified day or week but, rather, attempts
to determine the average pattern of consumption during a particular per-
iod of the subject's life, e.g., just before the onset of an illness.
The intake of selected items or the usual dietary pattern for total in-
take is obtained through interviews or, less often, by self-administered
questionnaire.  The information is recorded as frequencies of consumption
or, preferably, as estimated total amounts for the period of study. The
method requires very thorough training of interviewers (or subjects, if
self-administered), careful standardization of the questionnaire, ade-
quate allowances for differences in food preparation, and the provision
of suitable food models to facilitate quantification.

Each of the methods for estimating individual intake has its strengths
and weaknesses, but they share certain limitations. People vary in their
abilities to estimate exactly how much of something they have eaten, and
may sometimes fail to notice (or forget to report) their consumption of
certain foods (e.g., side dishes at meals, peanuts taken from a readily
available supply). Respondents may also know nothing about the ingredi-
ents of the dishes set before them. Furthermore, as mentioned above,
they may alter their eating habits when asked to record their intake.  In
case-control studies, there is an additional problem:  subjects who are
ill (i.e., cases and sometimes controls) may have altered their diets as
a result of their illness. Although patients are generally asked to re-
call what they ate before the onset of their illness, they may not be
completely successful in this effort.

It is especially difficult to relate diet to a disease like cancer *
which has a long time course, because we need to learn not only what